The perinatal period is one of major transition as a family is formed or expanded. Perinatal patients are deemed a vulnerable population and are therefore uniquely impacted by COVID-19 (Inter-Agency Standing Committee \[IASC\] [@CR33]). For the purposes of the present paper we conceptualize the perinatal period, the developmental period before and after birth, as broadly as possible to include family planning and conception, prenatal, labor and delivery, and postpartum. Furthermore, we understand this period through the biopsychosocial (BPS; Engel [@CR25], [@CR24]), systemic lens (von Bertalanffy [@CR68]). That is, we understand the relevance of conceptualizing all individuals who are within or impacted by the perinatal period through a comprehensive and contextual framework that considers physiological aspects of health (biomedical); thoughts, feelings, and overall mental health (psychological); and social determinants of health, sources of support, and relationships (social); (Engel [@CR25]; Hodgson et al. [@CR77]). Although the BPS framework has been updated to include a spiritual domain to further explore individual's belief systems (i.e., BPSS; Wright et al. [@CR74]), for the purposes of this paper we will focus on the BPS domains. The physiological domain of health in the perinatal period is inextricably linked to the psychosocial domains; therefore, no one domain of health can be understood without exploring how the other domains are impacting it (Aamar and Kolobova [@CR1]).

As of July 6, 2020 there are over 2.9 million confirmed cases of COVID-19 in the U.S., making it the country with the highest rates (See Johns Hopkins University & Medicine [@CR36]). Tracking data on pregnant women with COVID-19 between January 22 and June 30, 2020 shows 10,537 total cases; 3077 hospitalized cases, and 30 deaths (Centers for Disease Control & Prevention \[CDC\] [@CR13]). Overall, true prevalence rates are fluid, difficult to assess, and may be underreported (Ai et al. [@CR3]); this is extended to the pregnant population. In a small study at two New York hospitals, nearly 90% of women with COVID-19 were asymptomatic when first admitted to hospital to give birth (Sutton et al. [@CR63]). Thus, it is understandable why perinatal healthcare policies (e.g., restrictions in visitors, reduced in-person appointments, etc.) have been intentionally cautious. While popular media is paying special attention to the biomedical domain of health as it relates to changes in perinatal healthcare and hospital policies, less attention is being paid to the other BPS health domains. Regardless of the necessity of changes in healthcare policies, the psychosocial impacts across the family and healthcare system exist. And in a health pandemic like COVID-19, stressors are heightened, as are fears and worry from realistic dangers of being part of a vulnerable population (IASC [@CR33]). This paper will outline unique considerations across the perinatal period during the COVID-19 pandemic paying special attention to the psychosocial, systemic impact[1](#Fn1){ref-type="fn"} followed by recommendations for care and future research.

Biopsychosocial, Systemic Framework in the Perinatal Period {#Sec2}
===========================================================

The BPS framework is well suited to describe the perinatal period due to its ability to conceptualize health through biological, psychological, and social processes. Figure [1](#Fig1){ref-type="fig"} provides a visual portrayal of this framework for the perinatal period.Fig. 1BPS framework in the perinatal period

Biology {#Sec3}
-------

The biological domain of health focuses on physiological and biomedical issues that include considerations related to acute and chronic conditions and symptoms, health diagnoses, medications, medical treatments, etc. In pregnancy, for example, there are a number of physiological changes that occur to develop the fetus and prepare the woman for labor and delivery (Soma-Pillay et al. [@CR61]). As it relates to COVID-19, it is important to recognize that some physiological changes in pregnancy may mimic symptoms of medical disease (e.g., shortness of breath), and physiological changes may also make women more vulnerable to illnesses (e.g., changes to immune system).

COVID-19 is a novel virus; thus, evidence available on health outcomes that would guide clinical decision making is based on low quality case studies/reports and expert opinion (Evidence Based Birth [@CR26]). At present, what is known about pregnancy is that it causes physiological changes that may increase risk of infections and severe symptoms when infected with viruses similar to COVID-19 (CDC [@CR14]). When taking into consideration maternal age, underlying conditions, and race/ethnicity, pregnant women infected with COVID-19 were 1.5 times more likely to be admitted to the ICU and 1.7 times more likely to receive mechanical ventilation compared to their non-pregnant counterparts (Ellington et al. [@CR23]). The physiological changes that occur during pregnancy are thought to increase mother's risk for severe illness. In general, the most common symptoms found in pregnant women contracting COVID-19 have been fever and dry cough (see Zaigham and Andersson [@CR76] for additional maternal characteristics and rates). Fetal risk of exposure has little evidence though there are some recent reports of such incidences (Chen et al. [@CR16]; Weigel [@CR71]). The unknown biological risks during pregnancy contributes to already present and typical stressors around the perinatal period.

Psychology {#Sec4}
----------

The psychological domain of health includes the thoughts, feelings, and behaviors that are typically considered when assessing mental health. Much has been written about the psychological impact of the perinatal period. As Slade et al. ([@CR59]) described, "pregnancy is no ordinary time in the life of a woman. At no other point in her life will so much about her change in such a brief period, or will the nature and quality of her adaptations have such far-reaching implications for her own and her child's physical and psychological health" (p. 22). This transition is further described as one of hope and possibility, as well as crisis and potential disorganization. With the unprecedented COVID-19 pandemic, there may be an understandable psychological crisis as this is a time of exacerbated uncertainty and anxiety with health-related concerns and changes to traditional perinatal care. Complicated by the decrease in access to mental health services and limitations surrounding teletherapy, attention to psychological impacts is overwhelmed by the biological implications of pregnancy during COVID-19, yet should not be overlooked.

Social {#Sec5}
------

The social domain of health considers the relationships and conditions of one's environment, which is severely limited for all due to the risks around COVID-19 and especially for vulnerable populations. This domain includes considerations such as the quality of romantic and family relationships, use and efficacy of social support, patient-provider relationships, and social determinants of health (e.g., access and quality of necessary resources, education, and employment). As it relates to pregnancy during COVID-19, a primary guideline includes social distancing and isolation, particularly after 28 weeks' gestation (Royal College of Obstetricians & Gynaecologists \[RCOG\] [@CR52]). Social distancing guidelines, overall, are of psychosocial concern.

Research demonstrates a significant association between social isolation (i.e., lack of interactions with others or the wider community) and loneliness (i.e., feelings of the absence of a social network or companion) with poorer mental health outcomes, such as depression (Leigh-Hunt et al. [@CR39]). Not only have there been disruptions in people's ability to engage socially with important support systems, there have been changes to patient-provider relationships (Gildner and Thayer [@CR28]). Namely, in the perinatal period there have been disruptions or discontinuation of reproductive treatments, reductions to face-to-face appointments, and increased use of telehealth.

Systems {#Sec6}
-------

Understanding the BPS framework through the complimentary systems paradigm is well explained by McDaniel et al. ([@CR78]):"... human life is a seamless cloth spun from biological, psychological, social, and cultural threads; that patients and families come with bodies as well as minds, feelings, interaction patterns, and belief system; that there are no biological problems without psychosocial implications, and no psychosocial problems without biological implications. (p. 1-2)"

The health domains described above are inextricably interconnected so that one's health can best be understood and treated at the intersection of the BPS domains (Aamar and Kolobova [@CR1]). As one example, issues related to the *social* domain of health such as social isolation (recommended due to *biological* risks), insecurity, financial difficulty, and inability to access one's support systems are all widely recognized as risk factors for *psychological* health (RCOG [@CR52]).

In addition to the interconnectedness of BPS health domains is the interconnectedness of individuals across systems. We can best understand issues within the perinatal period not within any one person (e.g., the mother), but "in the relationships, interactions and language that develop between individuals" (Pote et al. [@CR48], p. 9). For example, a mother's mental health within the perinatal period is intimately tied to the mental health of the supports around her (Freitas and Fox [@CR27]). Supports may include a partner/spouse, children, family, friends, and healthcare team. Each person plays an important role in shaping the perinatal period. With current best health practice guidelines, the perinatal period is occurring in isolation without these support systems in place; thus, negatively impacting the psychosocial domains of health.

Family Planning & Conception {#Sec7}
============================

According to the CDC ([@CR14]), we are unsure if pregnant women have a greater chance of infection; however, the immunologic and physiologic changes in pregnant women appear to increase severity risk (Ellington et al. [@CR23]). Additionally, COVID-19 does not appear to pass from mother to fetus during pregnancy, but some cases of newborn infection have been reported (Chen et al. [@CR16]; Weigel [@CR71]). It is important to note that, at present, research related to the impact on mother and baby are based on small studies, generally in late pregnancy, and the evidence is inconclusive (Baud et al. [@CR5]). With what is known, and still unknown, people may be left uncertain about how to move forward with family planning. People might question whether or not they should wait or discontinue trying to conceive while others have experienced barriers to decision-making (e.g., fertility treatments and obtaining contraception) due to changes across the medical system.

Fertility Treatment {#Sec8}
-------------------

Infertility is a common problem within the perinatal period; about 9% of men, 11% of women, and 12--15% of couples in the United Sates have experienced fertility problems (National Institute of Health \[NIH\] [@CR44]). Further, approximately 1.9% of infants born each year in the U.S. are conceived using fertility treatments (CDC [@CR15]). It is likely, however, that usage rates of these treatments will demonstrate a noticeable decrease immediately following the COVID-19 health pandemic. Recommendations from the American Society for Reproductive Medicine (ASRM [@CR4]) as of March 17, 2020 include the suspension of new fertility treatment cycles and cancelling embryo transfers. An update provided on April 24, 2020 (ASRM [@CR4]) issued recommendations for gradual and judicious resumption of reproductive care which has since been elaborated.

For the many individuals and couples who already waited a significant amount of time trying to start or grow their family, delaying or modifying fertility treatments may further add to the psychosocial impact (Jaffe and Diamond [@CR34]). Infertility, and its related medical treatments, involve a range of emotional processes which include, but are not limited to, feelings of distress, loss of control, stigmatization, and disruption in the hoped for developmental trajectory of adulthood (Jaffe and Diamond [@CR34]; Cousineau and Domar [@CR18]). Disruptions in care delivery, uncertainties about timelines, and health threats present new psychological, social, and emotional concerns and will likely exacerbate those that already existed (ASRM [@CR4]). While infertility is one area of reproductive healthcare with significant BPS disruption, we must also consider another aspect of family planning: the choice to not have a baby through use of contraception.

Birth Control {#Sec9}
-------------

*Time Magazine* recently highlighted the loss of access to family planning methods as a result of quarantine (Schuettge [@CR82]), with the full impacts not yet understood. At the start of quarantine, health authorities recommended people stockpile necessary health-related supplies. However, for reproductive care there is a lack of access due to shutdowns and supply shortages, as well as insurance barriers (Ahmed and Sonfield [@CR2]). Manufacturing, shipping, and regulatory approvals of condoms and other contraceptives was reduced or ceased in response to COVID-19 (Purdy [@CR49]); meanwhile, insurance barriers around prescription limits prevents "stockpiling". Research has found that in times of trauma and fear, like the COVID-19 pandemic, and when facing high mortality risks, individuals might discount future and indulge in reproductive activities (Raschky and Wang [@CR50]). In this time of quarantine and uncertainty, couples may turn to each other as sources of both psychological and social support. With increased demand, restrictions on supply, and lack of access, birth control methods have become limited. Intersecting this with quarantine and an already high rate of unplanned pregnancy, even higher risk for (unplanned) pregnancy could be a result. As the restrictions for quarantine and shutdown are unprecedented in the last 100 years, the impact is unknown and absent from the research (Stone [@CR62]).

Prenatal {#Sec10}
========

As described above, there remains much to be known about the effects of COVID-19 on pregnant women and their babies and, because of this, perinatal healthcare policies have demonstrated intentional caution. While aspects of physiological health remain unknown, it is expected that significant psychosocial impacts are occurring during pregnancy due to changes based on unknown potentials in the biological domain of health.

Pregnancy {#Sec11}
---------

Whether conscious or not, everyone has a reproductive story---a personal narrative that details thoughts, feelings, and hopes about one's parenting journey (Jaffe and Diamond [@CR34]). While the development of this story begins long before conception, pregnancy can be a developmental point in which it becomes salient as people imagine their experiences related to pregnancy, birth, and parenting. Because pregnant women are considered a vulnerable population, practicing social distancing during the COVID-19 health pandemic is of particular importance (IASC [@CR33]). Social distancing guidelines has resulted in changes to traditional pregnancy rituals and prenatal care. Families must forgo certain rituals such as baby showers and gender reveals. Additionally, based on new guidelines for prenatal care, pregnant women may see an increase in telehealth appointments and may be required to leave support people at home during necessary in-person visits (Boelig et al. [@CR8]; RCOG [@CR52]). A study by Saccone et al. ([@CR53]) surveyed pregnant woman in Italy from March 15, 2020 to April 1, 2020 and found that more than half of woman rated the psychological impact of COVID-19 as severe, and about two-thirds reported anxiety higher than normal. Interestingly, women in their first trimester identified higher levels of anxiety and more severe psychological impact compared to those later in pregnancy. As the pandemic continues to unfold it will be important to understand this result and post-partum outcomes.

The changes as a result of COVID-19 impacts the BPS experience of pregnancy and will significantly alter the reproductive stories of all involved. That is, these changes are systemic and effect the whole family. For example, research demonstrates fathers desire to connect with their baby throughout pregnancy and that aspects of prenatal care, such as being present for an ultrasound scan is of great importance (Poh et al. [@CR46]). However, new restrictions leave fathers, and other important members of the system, unable to participate in important moments, such as these, during pregnancy. Rituals during this period create a designated time and space to create meaning around the significant transition within the family system (Imber-Black [@CR81]). Thus, grief around the loss of a vision for a pregnancy, for expected parents and those that are also attached to the pregnancy, may surface.

Pregnancy Loss {#Sec12}
--------------

With the limited data available with COVID-19 there have been mixed findings regarding pregnancy loss. An analysis by Yan et al. ([@CR75]) demonstrated no increased risk of miscarriage or spontaneous preterm birth. However, two other studies have suggested the possibility of perinatal death with COVID-19 infection (Zaigham and Andersson [@CR76]; Baud et al. [@CR5]). Of note is the most recent study (Baud et al. [@CR5]) that demonstrated placental infection with COVID-19. This mimics the prenatal infection found in similar viruses (e.g., SARS) which resulted in miscarriage or fetal growth restriction in 40% of observed infected cases (Baud et al. [@CR5]). Whether or not a pregnant person is infected by COVID-19, there are also healthcare policy changes that may have a significant psychological impact on families experiencing pregnancy loss.

Perinatal death is a profoundly traumatic event typically associated with feelings of loss, grief, emotional numbness, and sorrow (Diamond and Roose [@CR21]; Diamond and Diamond [@CR20]; Koopmans et al. [@CR37]). As a result of the restrictions put in place due to COVID-19, support persons are unlikely able to attend in-office prenatal appointments leaving women to receive difficult news regarding the viability of pregnancy alone. Additionally, with hospitals allowing fewer non-emergency medical procedures, more women are being offered only home-based management of miscarriage rather than hospital-based treatments (Miscarriage Association [@CR43]). For those seeking hospital-based treatments, women are again typically alone due to visitor restrictions. What will be the psychosocial effect of all of this?

While each culture has unique rituals and processes for managing pregnancy loss, it is considered a universal response to turn towards others during times of grief and loss (Markin and Zilcha-Mano [@CR42]). Thus, not being allowed to have support persons physically present at the time of loss and during the grieving process may significantly complicate one's mourning. As Rose Carlson of Share Pregnancy and Infant Loss Support noted, "*support from loved ones is so crucial during the time of the loss, and a mom giving birth alone with no support to a baby who has died or will die after birth is going to be at great risk for complicated grief and \[post-traumatic stress disorder\]"* (Holohan [@CR31]).

Labor and Delivery {#Sec13}
==================

Similar to the lack of conclusive information about the impact of COVID-19 on pregnancy, little is known about the health outcomes for mother's delivering with confirmed or suspected COVID-19 as studies, to date, have relied on small samples and case studies (Breslin et al. [@CR11]; Chen et al. [@CR16]). Based on limited findings, infection prevention and control considerations impacting labor and delivery (L&D) policies are largely based on information gained from similar virus experiences and these implemented policies have been intentionally cautious until more definitive information is known (The American College of Obstetricians and Gynecology \[ACOG\] [@CR66]).

At the onset of the pandemic, L&D practices restricted hospital visitors (Society for Maternal--Fetal Medicine [@CR60]; RCOG [@CR52]). Birthing mothers have generally being limited to one healthy support person throughout the duration of the L&D stay (e.g., UCLA Health, Johns Hopkins Medicine).[2](#Fn2){ref-type="fn"} However, in instances of a cesarean section (C-section) a support person might not be allowed to be present during delivery (e.g., University of Chicago). Furthermore, in some high COVID-19 prevalence areas, all visitors were eliminated regardless of method of delivery (e.g., New York-Presbyterian and Mount Sinai). This visitor ban was reversed by an executive order on March 28, 2020 to permit one healthy support person following a petition that quickly garnered more than 600,000 signatures (Van Syckle and Caron [@CR67]). It is understandable why restrictions in visitor policies led to psychological stress, as birth is not just a physiological experience. For fathers, being present for childbirth is of particular importance. Many fathers may struggle to fully connect with their baby during pregnancy, as they lack the physiological changes that mothers undergo; as such, many fathers attribute their experience at their child's birth to be the start of their fatherhood (Poh et al. [@CR46]). Mothers have BPS benefits from this as well. Having a compassionate and trustworthy labor companion to provide continuous support during labor is known to make a significant difference in improving birth experiences and the health and well-being of birthing mothers and babies (Bohren et al. [@CR9]); thus, women should be allowed to have such a person present throughout their L&D stay (RCOG [@CR52]). In a recent study of 1400 pregnant women (Gildner and Thayer [@CR28]), 45.2% reported changing some aspect of their birth plan due to COVID-19 based on concerns of their own (53.9%), their partner (21.9%), family and friends (13.8), and comments from medical providers (60.8%). These statistics not only demonstrate concrete effects of the impact of COVID-19 on L&D, but also the relational factors that influence decision-making.

Early recommendations from the CDC (February 18, 2020) included the separation of mothers with confirmed COVID-19 from her newborn; thus, eliminating opportunity for early contact and direct breastfeeding. Revision has since been made (CDC, April 4, 2020) toward a more neutral stance that now states the decision regarding separation between a mother with known or suspected COVID-19 and her infant be on a "case-by-case basis, using shared decision-making between the mother and clinical team." This is better aligned with recommendations from WHO (March 13, [@CR73]), RCOG (April 17, 2020), and the National Perinatal Association (NPA; [@CR79]) that suggest mothers be able to engage in decision-making to allow for remaining together while also respecting the unique challenges of doing so.

Participation in childbirth and the parenting tasks of the early sensitive period following birth has demonstrated significant immediate and long-term effects for both mothers and fathers (Brandao and Figueirdeo [@CR80]; Bystrova et al. [@CR12]) Research has demonstrated positive associations for mothers with early and longer contact with their infant with maternal satisfaction and breastfeeding (Redwhaw et al. [@CR51]). Even if a woman is symptomatic, recommendations do not preclude breastfeeding. Instead, both mother and baby may obtain many of the benefits of breastfeeding by engaging in proper hygiene and having the mother either wear a mask during feeding at the breast or expressing milk for another caregiver to provide (CDC [@CR14]). Additionally, important research has demonstrated long-term positive effects of mother-infant contact versus separation (Bystrova et al. [@CR12]). Importantly, the negative effect of separation after birth was not compensated for by later rooming-in. Furthermore, there are known benefits to fathers and their newborns from the participation of fathers in L&D, such as umbilical cord cutting and skin-to-skin contact (Brandao and Figueirdeo [@CR80]; Shorley et al. [@CR57]). Thus, it would be particularly prudent to have a support person present, particularly in instances in which the mother and baby would need to be separated. A final important consideration of the outcomes from L&D policy changes described above is the potential for trauma.

Prior to the COVID-19, research demonstrated that an upwards of 34% of women report having experienced a traumatic birth (Beck and Watson [@CR7]). While there are often physiological aspects of a traumatic birth (e.g., emergency C-section, medical interventions during birth, lacerations), what is of most importance are the psychosocial experiences during childbirth such as perceiving a lack of personal care, poor communication, feeling powerless, and/or not believing the ends (e.g., a healthy baby) justify the means (e.g., mother-infant separation due to COVID-19 diagnosis in mother) (Beck [@CR6]). Due to the multiple changes to hospital births because of COVID-19, it is probable that rates of traumatic birth will increase, particularly if treatment accommodations are not considered.

Neonatal Intensive Care Unit {#Sec14}
----------------------------

A newborn may be admitted to the Neonatal Intensive Care Unit (NICU) following delivery due to factors such as premature birth and/or immediate medical needs. Understandably, admission of a newborn to the NICU is a stressful event that may impact the psychosocial domains of health across the family. Not only are there physiological health concerns for the newborn, but the family experiences loss of expected dreams, increased separation, and financial burdens; thus, parents' experience of having an infant in a NICU has demonstrated increased stress and vulnerability to emotional difficulties as compared to parents of full-term babies (Clottey and Dillard [@CR17]). Gonulal et al. ([@CR29]) found that 38% of NICU mothers and 11% of NICU fathers experienced depression when measured 2-weeks post-delivery; however, with new NICU guidelines in place to combat COVID-19 psychosocial impacts may increase.

Copious hospitals have decreased their number of visitors at the infant's bedside from two to one at a time, with a maximum of two overall (e.g. University of Chicago, New York Presbyterian, Northwestern Medicine's Prentice Women's Hospital). Such restrictions mean that parents must be alone supporting their newborn without the support of their partner or other loved ones. Additionally, some have policies that ban parents altogether (e.g., ProHealth Care, Einstein Health, Methodist Hospitals). For NICUs still allowing visitors, some require the caregiver at bedside to be at the hospital for a minimum of 12 h before switching with another caregiver (e.g. Benioff Children's Hospital of San Francisco) to minimize the frequency of people coming and going. NICU parents tend to already experience isolation during the time their infant is hospitalized due to a withdrawal of friends and denial responses of well-meaning family members (Lindsay et al. [@CR40]). These new guidelines may present additional challenges for NICU parents as it may intensify their sense of isolation and distress.

Postpartum {#Sec15}
==========

Even under the best of conditions, the postpartum transition can be difficult for families, as there is a wide range of BPS, systemic changes and stressors (Shaw et al. [@CR56]). And, with recommendations due to COVID-19 encouraging early discharge post-delivery coupled with social distancing orders, parents are faced with these adjustments almost immediately and oftentimes on their own. Thus, there must be changes to traditional "fourth trimester" treatment plans that generally include in-person support of others to assist with childcare activities and respite care. Research has already demonstrated parents' altering their fourth trimester plan due to COVID-related concerns such as care disruptions due to shelter-in-place responses (e.g., relocating to be closer to family) and loved ones not being able to visit following birth (Gildner and Thayer [@CR28]). Loneliness created by social distancing may build on other psychosocial stressors experienced by mothers and their families after birth. For example, strained relationships across the family system can impact the adjustment and mental health of families in the postpartum period (Freitas and Fox [@CR27]). Not only is the postpartum period during COVID-19 creating losses and stressors for new parents, but also family members who will now have to put off meeting the newborn for an uncertain length of time. Indeed, there is a true potential for trauma and exacerbation of postpartum mental health issues that may negatively impact the postpartum period for families (NPA [@CR79]).

Recommendations for Care {#Sec16}
========================

The COVID-19 pandemic presents an unprecedented threat that will increase the need for emotional and psychological support for individuals within the perinatal period. Typically, 15--20% of women and 10% of men experience perinatal mood and anxiety disorders (PMADs) (Freitas and Fox [@CR27]; Postpartum Support International \[PSI\] [@CR47]). Social factors that increase the risk for PMADs includes inadequate lack of support, financial stress, and recent losses---all of which are more likely and exacerbated due to COVID-19. Guidelines put out by RCOG ([@CR52]) specifically identify the importance of providers recognizing and addressing (BPS) stressors impacting the perinatal period: COVID-19 itself and major changes in the manner in which perinatal care is delivered (biological domain), bereavement and feelings of insecurity and uncertainty (psychological domain), and the impact of social isolation resulting in reduced access to outside support systems (social domain). Despite these recommendations, the ongoing COVID-19 and Reproductive Effects (CARE) study found that 40% of surveyed pregnant mothers, including 25% in their third trimester, reported their provider had not spoken with them about COVID-19 perinatal impacts. We recommend all providers coming into contact with pregnant patients and their support system communicate effectively about the pandemic and what to expect about their care, as well as asking about mental health at *every* contact across the perinatal period due to the exacerbated BPS stressors. A study by Davenport et al. ([@CR19]) found a substantial increase in the likelihood of maternal depression and anxiety during the COVID-19 pandemic for pregnant and post-partum women; thus, recommendations for heightened assessment and treatment is imperative. This is important because serious mental health concerns, such as anxiety and depression, that have significant adverse outcomes for parents and their children develop both during pregnancy and in the postpartum period (Wisner et al. [@CR72]). These effects range the BPS framework: increased risk for preterm birth, cognitive and emotional development delays in infants, and reduced parent--child bonding (Davenport et al. [@CR19]). Individuals who are experiencing psychosocial stressors can then be offered timely mental health services and resources. These resources should be accessible (e.g., telehealth and virtual social support services) and suitable to the stay-at-home orders.

Early predictions on outcomes of COVID-19 are that it will have the largest impact on girls and women both in terms of caregiver burden and health (Husain and Jain [@CR32]; Shane [@CR55]). Thus, caution is advised not to overburden coordination of care on the already stressed pregnant or postpartum mother. The below recommendations are aimed at health professionals to offer avenues to incorporate BPS, systemic considerations.

Telehealth {#Sec17}
==========

With visitor restrictions across healthcare settings and social distancing recommendations throughout the perinatal period, a larger responsibility is placed on medical staff to attend to patients both for physical and psychosocial needs. On a basic level, simply acknowledging the psychosocial difficulties families are experiencing due to COVID-19 can help to contain some of the anticipated anxieties (RCOG [@CR52]). Providers taking the lead on such conversations is crucial, as the CARE study found 1 in 5 pregnant women were not comfortable speaking with their provider about COVID-19 related worries (Thayer and Gildner [@CR64]). Reproductive health practices should also be prepared to facilitate appropriate referrals to mental health professionals who are using telehealth in order to increase accessibility to care and maintain social distancing guidelines (IASC [@CR33]).

Overall, attention to perinatal mental health through (telehealth) screening is of particular importance given the additional stressors and changes to birth plans. And, every effort should be made to screen both parents since both parent's mental health is intimately tied to that of their partner (Freitas and Fox [@CR27]). Furthermore, accessible tele(mental)health options are imperative since treatment seeking for parents in the perinatal period is already lower than the general population (Freitas and Fox [@CR27]; Wisner et al. [@CR72]); rates in the current pandemic in which there may be additional barriers to accessing services is unknown.

Providers offering tele(mental) health treatment must recognize the grief of lost plans around the perinatal period---expectations for what pregnancy, birth, and the postpartum period would look like. As such, providers should work with families to revise their expectations and plans in ways that still honor the aspects that are most important. For example, if a pregnant mother must attend an ultrasound alone and it was important for the partner to participate, the couple could find ways for the partner to be present virtually or for the mother to record important parts of the appointment (e.g., record short audio clip of heartbeat). Additionally, expecting parents should be encouraged to involve partners and other significant supports in the pregnancy in other meaningful ways, such as feeling fetal movements and talking to the baby as additional means of connection (Poh et al. [@CR46]). It is recommended that providers seek guidance from their patient on a variety of the offered care opportunities to include support persons rather than implement a "one size fits all" modification to treatment due to COVID-19.

Virtual Support {#Sec18}
---------------

Overall, psychosocial support programs have demonstrated improved maternal knowledge, attitudes, and skills related to parenting, mental health, quality of life, and physical health (Shaw et al. [@CR56]). In this time of social distancing it may not be feasible to receive in-person support so it is recommended that perinatal parents utilize virtual support options. Fortunately, research has demonstrated benefits to support received through this medium. During pregnancy, there are apps that can serve as a means of support and psychosocial assessment. The app Veedamom, for example, can provide virtual interventions including mindfulness, psychoeducation, and journaling (Dyurich and Oliver in press). In the postpartum period, findings suggest virtual support forums for new mothers have the ability to facilitate information sharing, act as entertainment, and provide community which is more important than ever in this time of social distancing (Teaford et al. [@CR65]). And, because the transition for fathers is different than that of mothers due to the social construction of masculinity and fatherhood (Freitas and Fox [@CR27]), it is important to help fathers find their own virtual community.

Virtual support can also be extended throughout one's natural support system. For example, virtual attendance of support persons to important out-patient appointments (e.g., dating scan or anomaly ultrasound) or during the L&D stay can allow everyone to feel more involved in important parts of the perinatal journey. Additionally, for families with a newborn in the NICU some hospitals have created opportunities to virtually visit the baby. For example, at Northwestern Medicine where there in-person visitor restrictions are in place, they offer a virtual platform that allows parents to check in on their babies when they are unable to be there in-person, as well as receive emotional support and psychoeducation (Samuelson [@CR54]). Finally, families can receive access to virtual doula services, which can include education; comforting affirmations; and support throughout pregnancy, birth, and postpartum (Evidence Based Birth [@CR26]). This may be particularly beneficial given that hospitals are restricting birthing mothers to choose one healthy support person (Society for Maternal--Fetal Medicine [@CR60]; RCOG [@CR52]). Consequently, this one person must serve all the various roles of BPS support that may have otherwise been extended across individuals. That is, companions during labor have been shown to provide the birth mother with a range of supports: providing information and communicating with providers, advocating for birth mother's wishes, practical support and guidance through comfort measures, and emotional support (Bohren et al. [@CR9]). Therefore, it would be important to make clear what roles are expected of the in-person support person and how virtual supports, who are unable to be physically present during L&D, can complement care.

Limitations {#Sec19}
===========

The absence of the spiritual domain of the BPSS model in consideration of the perinatal period is an acknowledged limitation from the outset of this review. The authors recognize the importance of inclusion of the spiritual domain especially in consideration of the support religion, faith, and/or spirituality can provide in times of stress and loss, as well as a support in managing physiological experiences, such as pain (e.g. Sisson [@CR58]; Wachholtz and Pargament [@CR69]; Weich et al. [@CR70]). Though we value the incorporation of spirituality, access to a deeper understanding of beliefs, meaning-making, and values specific to the perinatal period during COVID-19 was limited and serves as a recommendation for future research.

Due to the novelty of COVID-19 and limited access to current and conclusive data on specifics of its impact, an additional limitation is in terms of equity. Data around diagnosis, fatality, and recovery from COVID-19 has already shown skewed outcomes amongst people of color and across lower socioeconomic status populations (Bowen [@CR10]; CDC [@CR13]; Hedgpeth et al. [@CR30]; Johnson and Buford [@CR35]; Olumhense and Choi [@CR45]), as these women experience increased burdens from systemic racism in healthcare and society, at large, as well as socioeconomic factors impacting their ability to seek care. These early reports on impact parallels confirmed findings in perinatal healthcare for women of color and lower socioeconomic status around equity and access (Lu and Halfon [@CR41]). COVID-19 has impacted the reproductive journeys across social locations in disproportionate ways and we recognize many of our recommendations for care include assumptions of privilege in terms of access and resources. As a clearer picture emerges of the true toll of COVID-19 on the perinatal period, future research must view data utilizing a social justice lens so that we may better understand how to modify the broad application of guidelines to better meet the nuances of different affected populations.

Future Research {#Sec20}
---------------

With time, our hope is that the included recommendations for care will become obsolete as the health threat of COVID-19 decreases and strict guidelines around social distancing is lifted. This article serves as a response to the urgency of the current pandemic to facilitate better outcomes for perinatal families and urged consideration of the psychosocial, systemic impact of changes to perinatal health policies. In hindsight of this pandemic, the authors recommend longitudinal studies on conception and birth during this health pandemic to broaden the understanding of any pandemic on the perinatal period. Question for future research include:How did changes to traditional perinatal healthcare and social distancing practices impact the psychosocial experience of pregnancy, L&D, and the "fourth trimester" for women and families?How did the suspension and modifications to fertility treatments impact individuals and couples at their different stages of intervention?How did a lack of access and decreased availability of contraception impact conception during the pandemic in regards to decision-making and rates of (un)planned pregnancies?What was the perinatal experience of Women of Color (both those infected and not) during the COVID-19 pandemic?How have restrictions around prenatal visits, L&D, and NICU stays impacted parent--child attachment in the prenatal and postpartum periods?

Conclusion {#Sec21}
==========

Perinatal research on the impact of viruses similar to COVID-19 provides an understanding of the need for specific recommendations in response to the current health pandemic, as provided in this article. Data is in flux and evidence based/outcome research is not yet possible due to the limited timeframe, with the U.S. entering shutdown only in March 2020. Though this article utilized historical and confirmed understandings of the importance of BPS consideration and support systems on health outcomes, actual outcomes of this unprecedented time have yet to unfold.

Due to the rapidly changing landscape of the COVID-19 pandemic, information is constantly evolving. This paper was submitted on May 17, 2020 and revised on July 6, 2020. Importantly, even if changes occur in the information presented here, significant numbers of individuals were impacted by the policies and data that existed at the time of writing this paper.

Readers can search visitor hospital policies related to COVID-19 at *Birth Monopoly's* Hospital Policy Tracker: Doulas and Visitors (United States): <https://birthmonopoly.com/covid-19/>
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